telephone interviews or written questionnaires. We used the Physical and Mental Component Summaries (PCS and MCS) from the SF-36 to assess quality of life and the Sexual Activity Questionnaire (SAQ) to assess sexual function. T-tests were used to compare mean scores between survivors and controls. RESULTS: Fifty long-term cervical cancer survivors and 51 controls participated in the study. The mean age at diagnosis was 37 years, 90% were Caucasian, 61% were married and 76% had college education or higher. Cervical cancer treatment included surgery only (65%), surgery and radiation (18%) or surgery, radiation and chemotherapy (12%). There were no statistically significant differences in PCS (52.98 vs. 53.16 p = .89) and MCS (48.36 vs. 51.15, p = .75) means between cases and controls. Regarding sexual function, cervical cancer survivors had significantly more discomfort during sexual activity as compared to controls (4.1 vs. 5.1, p = .008) but similar mean pleasure scores (13.6 vs. 13.7, p = .87). Qualitative analyses indicate that cervical cancer survivors are also experiencing significant challenges such as long-term treatment side effects (i.e., fatigue, GI/abdominal problems; 30%), fear of recurrence (20%), and issues regarding infertility (12%). CONCLUSION: Although long-term cervical cancer survivors report good quality of life on global QoL measures, they experience greater sexual discomfort than age-matched controls, and continue to report survivorship challenges. These findings may help inform future research and clinical care strategies for young women with cervical cancer. BACKGROUND: Relatively little research has addressed patient safety in ambulatory care. The AHRQ funded MEMO (Minimizing Errors, Maximizing Outcomes) project is designed to test the relationship between work conditions in physician offices, physician stress and patient outcomes including patient safety. We are reporting the results of focus groups of primary care physicians in the qualitative phase of this study. METHODS: Seven focus groups of physicians were held in suburban and urban and academic practices. Institutional Review Boards of all sites approved and participants gave informed consent. MEMO study group members facilitated the groups with guiding questions about organizational characteristics, influence of organizational characteristics on patient care, organizational culture and medical error. Transcriptions of the audiotapes were analyzed by the authors; theme lists generated by each author, reviewed and edited to generate a common coding scheme. RESULTS: Seven organizational characteristics that might lead to error were identified: 1) productivity demands, including time pressures in daily practice, 2) lack of control over scheduling and administration, 3) mistake prone systems including pharmacy, laboratory and access to consultants, 4) deficiencies in clinic organization including staffing, interpreters and triage, 5) lack of patient care resources including supplies and educational materials, particularly for the underserved, 6) satisfaction and professional stressors and 7) disparities and biases based on physician race, gender, part time vs. full time and academic vs. non academic status. Recommendations for improvement included enhanced resources, system simplification, improved staffing, computer-based prompts and greater physician involvement in decision-making in their practices. CONCLUSION: Physicians describe numerous ways in which the complex work environment can contribute to errors. These seven areas (productivity demands, work control, error-prone systems, clinic organization, patient care resources, threats to professionalism and cultural disparities) are important for further research in investigating ways to increase patient safety in office based physician practices.
BACKGROUND: While prior research has documented the prevalence and undertreatment of chronic pain in methadone patients, little is known about their experience of pain. We conducted a qualitative study to explore pain experiences in a group of methadone maintained current and former drug users. METHODS: We conducted open-ended, semi-structured interviews with twelve patients who met criteria for chronic, severe pain on the Brief Pain Inventory, an extensively validated instrument. The interviews focused on 4 areas: explanatory models of pain, the impact of pain, treatment seeking experiences, and the role of illegal drug use. To analyze the data, we used an iterative process, developed a coding scheme and coded the data using the qualitative analysis program N-Vivo. RESULTS: (1) Explanatory models: The majority of patients attributed their pain to a previously diagnosed disease process. Nearly half the patients felt that methadone contributed to their pain by``softening'' or``eating'' their bones. (2) Impact: Patients repeatedly described the severe, isolating impact of pain and illustrated how pain prevented them from working, maintaining relationships and enjoying themselves. (3) Treatment seeking experiences: Positive experiences included empathic listening by providers and an organized diagnostic approach. Negative experiences were numerous: medications were ineffective; doctors did not listen well or seem to care; there was insufficient diagnostic testing; providers often responded by increasing the methadone dose, despite the fact that most patients reported no pain relief from methadone; finally, patients feared becoming addicted to pain medications. Patients were very sensitive to being perceived as``drug seeking'' when reporting pain, and many under reported or did not discuss their pain for this reason. Though many patients believed that methadone was the cause of their pain and wanted to cut down on their dose, they were afraid of worsening pain if their methadone was decreased. This presented a major conflict. Patients described a variety of structural problems including poverty and problems with managed care as barriers to effective pain treatment. (4) Relationship between pain and illegal drug use: Almost all patients acknowledged that heroin provided a near perfect cure for pain. Though not all patients used heroin for pain, the experience of pain increased street drug use. CONCLUSION: The experience of chronic, severe pain in methadone patients is highly incapacitating and may exacerbate the profound social consequences of chronic drug use by causing further isolation. Perceptions of physician indifference and mistrust, financial difficulties, and fear of addiction may constitute additional barriers. Because effective pain management is essential for successful substance abuse treatment, providers must be aware of these issues in the treatment of current and former drug users with chronic, severe pain. BACKGROUND: Because of the increasing trends in patient safety, we explored healthcare professional's knowledge and awareness about medication errors. The purpose of the study was to determine and evaluate the perspectives of healthcare personnel regarding medication error recognition and reporting in ambulatory settings. Numerous studies have been conducted related to in-patient settings; however, there is insufficient insight into the in-patient setting.
HEALTHCARE PROVIDER'S PERSPECTIVE ON MEDICATION ERRORS
To evaluate the reporting mechanism for medication errors in the ambulatory setting, focus groups were conducted among physicians, nurses, and pharmacist; whereby in depth discussions, specific to each profession, were held to explore and explain viewpoints. To improve patient safety, there is a need to better understand healthcare personnel's perspective of medication errors recognition, reporting, and responsibility. METHODS: A total of 4 focus group discussions were conducted among physicians (2), pharmacists (1) and nurses (1). Each group consisted of 8 to 10 participants, recruited from outpatient clinic settings. In-depth discussion groups specific to each profession were held to explore and elucidate the different perspectives of medication errors in an ambulatory setting. Focus groups were analyzed using content analysis and themes were compared across groups. RESULTS: The perceptions of medications error recognition, reporting, and responsibility varied greatly among the groups. The definitions given for medication errors were vast, in addition to the process of reporting being indistinct. Each group expressed the importance of reporting, however, no group felt responsible to report the errors of others. All groups acknowledged the importance of having a non-punitive environment. The major voiced concern was about medication error report dissemination and utilization. CONCLUSION: To improve patient safety, there must be a uniform understanding and recognition of the occurrence of medication error, awareness, acceptance, and responsibility toward reporting, and elimination of the punitive nature of medication error reporting. have been shown to decrease overweight and risk of diabetes in adults. Culturally appropriate, family based interventions are most effective at changing behavior in youth. The objective of this study was to assess health related beliefs among families and leaders in the African American community on Chicago's South Side, to inform the development of a program for overweight youth. A secondary goal was development of relationships with community members, leaders and institutions. METHODS: We conducted focus groups with overweight pre-teens and their families and semi-structured interviews with community leaders in the fields of health, recreation, education, religion and government. Focus group participants (N = 67) were recruited through flyers in grocery stores, hospitals and clinics, and the local YMCA. Interview participants (N = 9) were recruited from prior contacts and referrals. Focus groups and interviews were taped and transcripts were analyzed for themes by four readers. RESULTS: Community leaders felt awareness was higher for acute health conditions (like asthma) than for obesity. Parents were highly concerned about their children's health, but stressed and constrained by lack of knowledge, parental skills, time, finances and concerns about safety. Youth expressed preferences for sedentary activities and for foods high in fat. They obtained foods of their own choosing at school, at stores and with friends and relatives.
COMMUNITY AND FAMILY PERSPECTIVES ON ADDRESSING OVERWEIGHT IN
Youth were more apt to use appearance to determine whether someone was overweight, whereas parents used functional definitions, such as physical limitation or related health problems. Parents and children expressed interest in a program that would address nutrition and physical activity. Participants made concrete suggestions regarding program content and format such as skill building and incentives, to increase likelihood of a successful intervention in this community. CONCLUSION: Probing the perspectives of youth, parents and community leaders regarding nutrition and exercise provides insights into community norms. The level of parental concern expressed suggests significant readiness to change. Children's preferences for a meduim build and their experiences of having been teased may provide positive motivation for them to work towards a healthy weight, as long as self-esteem is bolstered in the process. Assessing practices and beliefs of families and community leaders can contribute to the development of a culturally sensitive intervention for overweight African American youth, and helps to begin building a coalition to address the problem at the community level. BACKGROUND: African-Americans (AA) have disproportionately high rates of overweight, obesity, and diabetes. Regular exercise is a key component in prevention and treatment of these conditions. Few people who begin an exercise program are able to maintain it over the long term. Our objective was to understand factors affecting exercise behavior in AA at risk for diabetes by comparing regular exercisers to those who have not maintained an exercise program. METHODS: We are recruiting AA with at least one risk factor for diabetes via flyers placed at a large YMCA with a predominantly AA, lower-to middle-class membership. Enrollment will continue until theme saturation is reached. To date, eight female subjects have participated in audiotaped semi-structured interviews lasting 45±60 minutes. Four had exercised regularly for at least 6 months (exercisers) and 4 previously had exercised but then stopped (relapsers).
Interviews were transcribed verbatim and analyzed for themes by two independent reviewers using grounded theory techniques. Thematic disagreement was resolved with discussion. RESULTS: Both exercisers and relapsers reported their primary reason for initiating an exercise program was appearance or weight gain. However, exercisers reported their motivation to continue exercising was an increase in energy levels and general well-being as well as stress relief. Relapsers reported several external (environmental) barriers to continuing their exercise program, including cost, injuries, poor weather, and family illness, and also mentioned internal (psychological) barriers such as`losing enthusiasm' and`just being lazy'. Relapsers also reported discouragement at not seeing immediate changes in their weight or appearance. Interestingly, exercisers reported the same external barriers as relapsers but viewed them as minor obstacles. When asked why they thought the same external barriers were significant for relapsers, exercisers unanimously agreed that`those are just excuses' and the real reason was a lack of internal motivation (``They just didn't make A structured content analysis was used to abstract medical record data. Qualitative interviews emphasized experiences uniquely important to each pts' QOL. All interviews were audio-taped and transcribed for grounded theory analysis. Fifteen pts (63±85 yrs) from eleven orthopedists were enrolled in the study: 50% were women; 20% were nonwhite; 60% were older than 70 yrs. One pt was dropped from the study because her surgery was cancelled. RESULTS: Records from 14 pts were reviewed. Physician records differed from patient accounts of reasons for TKR. All physicians noted worsening pain as the primary indication for surgery, versus 34% of pts. Physicians also quantified duration of symptoms and previous treatment failure (73%) as evidence for TKR, while nearly thirty percent of pts pointed to a specific traumatic event. Thirty percent of physician records reported impairment with ADLs; pts' Katz scale responses failed to indicate significant impairment. Physicians were much less likely (1%) than pts (100%) to report diminishing social activities as the main reason for surgery. Nearly half of all pts made reference to independence or avoidance of``being a burden'' as a major contributing factor for TKR (43%). Pt responsibility as caregiver was also a factor in TKR decision-making (29% BACKGROUND: Patient satisfaction (PS) with primary care physicians' medical care depends on many individual interaction factors. We examined the role patient-physician gender match, patient-physician age relationships, and patient's perceived health status in predicting PS in a large group of primary care physicians-general internal medicine, pediatrics, and family medicine (PCP) in 16 community practice settings. METHODS: PS was measured with the 11 item Visit Specific Questionnaire in 6558 patients following encounters with 78 primary care physicians (29 women, 49 men) in 2000 (minimum 30 patients/physician). The average number of patients surveyed per physician was 84. The median percent excellent score for the 4 physician specific questions and overall PS was compared between male and female physicians using the Wilcoxon Rank sum test. Spearman correlation coefficients were measured comparing PS, patient age, and perceived health status. RESULTS: In multi-variate analysis, physician-patient gender match had no effect on patient satisfaction as measured by the VSQ (p = 0.44). The odds of patients reporting excellent satisfaction was 0.91 (0.85,0.97) for every ten years of increasing age. There was no relationship between physician's age and PS (p = 0.74). Patients more than 5 years older than their physicians reported excellent satisfaction more often (p = 0.047). As patients' perceived health status increased, PS with care increased (p = 0.001). CONCLUSION: Physician-patient gender match is not related to PS with the physician encounter. Patients may self select for gender match and bias this analysis. Age relationships may impact patient satisfaction with physician services Patients older than their physicians and those with better self-perceived health status tend to be more satisfied with their physician's care. RESULTS: Discussion about tradeoffs included four major categories of arguments: 1) Insurance as protection against loss or harm, 2) Preferences for the process of care, 3) Economics and efficiency, and 4)Equity and fairness. Insurance as protection against loss or harm included dialogue about the probability of that harm (``but I basically know that there is not a history in my family of a lot of major problems'') and its uncertainty (``you never know what's going to happen''), the type of harm (physical, financial, emotional, social), its magnitude (``. . .hospitalization actually because it gets very expensive''), timing or duration, and to whom the harm might occur. Preferences for the process of care included statements about quality, choice (of personnel, facilities, treatments), timing (e.g., wait time), hassle or convenience, beliefs and attitudes (``I'd rather die [than use a nursing home]''), control over decisions, and distance to care. Economics and efficiency arguments included statements about conserving resources, the absolute or relative value of benefit options, and supply and demand. Supply and demand dialogue included statements about moral hazard, economic substitutes or complements, alternative sources of care, waste, and the recognition of limited resources (``you can't have it all''). Equity and fairness statements reflected concerns for proportionality of contribution and benefit, social or community good, and caring for the least well off (``being part of the community you want to have some coverage for people who can ill afford it''). CONCLUSION: In addition to arguments founded on utility and equity, we found groups discussing healthcare tradeoffs argued for their choices based on valued aspects of the process of care and the importance of protecting against risk. BACKGROUND: Consumers often turn to complementary and alternative medicine (CAM), and use it concurrently with conventional medicine to treat illnesses and promote wellness.
However, prior studies demonstrate that consumers often do not tell physicians about CAM treatments and CAM practitioners about conventional treatments that they are using, which may lead to adverse interactions or uncoordinated care. In addition, there is a lack of consensus on the structure and practice of integrative medicine among various types of practitioners. We aimed to identify key dimensions of integrative medicine at the level of the health care practitioner and to develop a measure of a practitioner's orientation toward integrative medicine. METHODS: We conducted semi-structured interviews with 48 acupuncturists, chiropractors, internists/family practitioners, and physician acupuncturists at two academic medical centers and private practices in Los Angeles. Interviews were audiotaped and transcribed. We used a grounded theory approach to identify core statements that describe practitioners' attitudes, beliefs, and behaviors toward integrative medicine in order to ascertain key dimensions of integrative medicine. RESULTS: The interviews revealed five key dimensions that characterized a practitioner's orientation toward integrative medicine: 1) practitioner's philosophy about health and illness, 2) practitioner's openness toward other types of practitioners, 3) personal experience with CAM modalities, 4) referral network of other practitioners, and 5) practitioner's education and training. Practitioners with a higher level of integration endorsed a concept of``holism'' encompassing the bio-psycho-social-spiritual dimensions of health, advocated an open-minded perspective respecting other healing traditions, and promoted co-management of their patients with other practitioners. More integrative physicians and physician acupuncturists personally practiced body-mind exercises or had received CAM treatments themselves. More integrative practitioners reported patient or personal experiences of adverse outcomes from exclusive CAM or conventional treatments. More integrative practitioners had a broad referral network to both conventional and CAM practitioners, recognizing limitations of their own medical paradigm. Practitioners with a higher level of integration often had received formal training in at least two types of healing arts. For example, a physician acupuncturist might be trained in both Western medicine and Traditional Chinese Medicine or a CAM practitioner might be trained in both chiropractic and Traditional Chinese Medicine. CONCLUSION: We identified five dimensions of a conceptual framework for a practitioner's orientation toward integrative medicine. These dimensions, represented by identified core statements, will be used to construct a survey instrument to measure a practitioner's orientation toward integrative medicine. perspectives on modern diabetes care. We examined elderly diabetes patients' perspectives on their health care goals, the external and internal factors that shape their goals, and actual selfcare practices. METHODS: We conducted 28 semi-structured one-on-one interviews with elderly patients (65+) living with diabetes and at least one other related condition (hypertension or hypercholesterolemia) attending the University of Chicago Clinics. Interviews were transcribed and evaluated for recurring themes, using a grounded theory approach. Formal agreement on coding by 3 investigators has been completed for 12 transcripts. We developed an explanatory model for older patients' goals, accounting for external influences and internal coping mechanisms. RESULTS: The average age of patients was 75 years. The majority were African-American (79%) and female (57%). The mean duration of diabetes was 11 years. Patients expressed their primary health care goals as comprising 1) to remain independent and 2) to maintain current activities of daily living for as long as possible. Patients rarely expressed their primary goals in biomedical terms such as risk factor control or complication prevention. Their goals appeared to be shaped by prior experiences with health care providers, medical experiences of friends and family, and social comparison with peers. Further, elderly patients used various coping mechanisms to help them through daily struggles. Three-quarters of patients had a primarily confrontive/self-reliant coping style; many demonstrated mixtures of coping styles (e.g. confrontive and fatalistic) during the interviews. The majority reported adhering to medications but fewer adhered to diet and exercise plans. CONCLUSION: Most elderly patients saw the management of diabetes mellitus as one component of an overall goal towards maintaining independence. The desire for independence was consistent with our patients' confrontive/self-reliant coping style. Providers can more effectively communicate with older patients about self-managing their diabetes by reframing biomedical goals in terms of patients' personal goals for independence and self-care; doing so engages older patients' own motivation and consequent commitment to behavioral change. BACKGROUND: During internship, new house officers frequently encounter intense experiences that may affect personal growth. The purpose of this study is to examine the process and outcomes of personal growth during internship. METHODS: Thirty-one internal medicine interns at 9 US residencies began a one-year qualitative study in July 2002. Interns respond by email every 6±8 weeks to open-ended questions related to personal growth. Two researchers reviewed the writings and identified themes. Consensus on themes was reached using domain saturation. This initial analysis sought to identify major domains of personal growth and evidence of increased self-awareness or changes in beliefs or behaviors. RESULTS: The response rate for all contacts to date is 90% (84/93). The mean age of participants is 29 years (range 25±37), 56% are female, 50% are non-white. Two main domains that have emerged are the achievement of balance and the evolution of professional identity. Achieving balance was viewed as critical to becoming an effective and satisfied physician yet it was also seen as a major challenge. Interns believe that lack of balance may lead to cynicism and loss of compassion. Balancing personal and professional lives, as well as patient-care responsibilities and learning were subcategories within this domain. The evolution of professional identity involved the process of integrating medical knowledge, skills, and expectations of the profession with personal values and goals. Subcategories of this domain included increasing competence through acquisition of new skills, becoming more confident while dealing with self-imposed and external pressures, and maintaining a sense of humanism. Interns described methods by which they were consciously seeking to improve competence such as becoming better organized, and to increase confidence by turning potentially negative experiences (mistakes or criticism) into learning opportunities. Taking time to talk with patients, emulating role models, and treating patients as if they were a family member were efforts shared by interns to remain focused on humanism. CONCLUSION: Interns describe many challenges and stresses during internship that have the ability to impair or promote personal growth. Efforts to support personal growth during internship should be encouraged by educators and residency training programs. BACKGROUND: Recently, a randomized trial demonstrated that a critical pathway for community-acquired pneumonia (CAP) could both improve quality of care and decrease length of stay (Marrie et al, JAMA, 2000) . We implemented this pathway in 6 hospitals in Edmonton, Canada. Despite the published efficacy of this pathway, one year later we noted physician adherence was suboptimal. We undertook the present study to examine physician-perceived barriers to pathway adoption.METHODS: Qualitative semi-structured face-to-face interviews were conducted with physicians who treated CAP. Interviews were scheduled in iterations of five and transcripts were reviewed using a grounded theory approach. Item redundancy and theme saturation were reached after two iterations, i.e., 10 physicians were interviewed. We also collected data regarding CAP knowledge, attitudes towards guidelines, and beliefs about clinical risk-taking. RESULTS: During the first year of the pathway, 317 physicians cared for 1,616 inpatients with CAP. Physician participants were representative of the region. Self-reported adherence to the CAP pathway was 75%, ranging from 50%±100%. Opinions and beliefs emerging from the interviews were categorized into five themes. (1) Limited applicability whereby participants felt many of their patients would not qualify for the pathway. One participant remarked``not everyone fits into a guideline, so I review them but don't stick to them because each patient is different''. (2) Lack of flexibility to accommodate variations in clinical presentation; for instance, participants were concerned that pathway use was an opportunity to``disconnect their brains'' and``discourage active thought''. (3) Insufficient evidence to support recommendations, despite published evidence supporting the pathway. (4) Local organizational barriers to adherence, such as limited time, increased paper work, and lack of opportunity to contribute to pathway development. (5) Unanticipated effects of local adaptation; one participant pointed out,``recommendations coming from an`ivory tower' are out of touch with reality.'' CONCLUSION: Even when pathways and guidelines have been proven efficacious, there is resistance to adoption. Our data point out some barriers we need to overcome. For example, we need to consider educational programs that better promote the rationale for the pathway, and consider audit and feedback of outcomes data to convince physicians of the benefits of CAP pathway adherence. BACKGROUND: The importance of building a therapeutic relationship with patients has been highlighted in consensus statements, textbooks on medical interviewing, and the movement toward patient-centered care. This research project examined two communication tasks that may help physicians develop and maintain therapeutic relationships with their patients: (1) showing interest in patients by making personal connections; (2) responding to health-related empathic opportunities created by patients. METHODS: Videotapes of 102 encounters between new patients and 14 general internists in Chicago and Burlington VT±an average of 7 patients per physician±were the raw data for this study. Content analysis of the videotapes was conducted to characterize personal connections between physicians and patients, health-related empathic opportunities created by patients, and empathic responses communicated by physicians. Interrater reliability was high (K > .85). Analysis focused on the first personal connection and/or empathic opportunity in each encounter. Patient perceptions of physician familiarity were gauged in a post-encounter questionnaire. RESULTS: Patients' mean age was 40.7 years (sd = 15.6); 57.8% were female. Personal connections were evident in 68 (66.7%) of the 102 initial encounters, and health-related empathic opportunities were detected in 67 (65.7%); 42 (41.2%) had at least one instance of each. On average, personal connections took 29 seconds (min = 5, max = 92, sd = 21), and tended to focus on work/school (38.2%) or family/friends (20.6%). Most (72.1%) were initiated by physicians, and physicians disclosed personal information in 13.2% of the connections. Initial encounters in which there was at least one personal connection were associated with patients' post-encounter perceptions that their doctors knew them well (t = 1.70, df = 98, p < .05, one-tailed). Empathic opportunity-response sequences had a mean length of 44 seconds (min = 2, max = 140, sd = 33). Physicians acknowledged what the patient was saying in 74.7% of the responses, and confirmed (i.e., legitimized) the issue in another 6.0%. They offered emotional support related to 6.0% of the empathic opportunities. Confirmation and emotional support were not isomorphic. There was no association between empathic responses and perceived familiarity. CONCLUSION: General internists in this study tended to make personal connections with their new patients and to acknowledge empathic opportunities. Personal connections require relatively little in terms of time or personal disclosure, and are likely to enhance the physicianpatient relationship. More work is needed to determine the effect of empathic communication related to health concerns. BACKGROUND: This project aims to±identify the strengths and weaknesses of the Japanese and American approaches to medical education using qualitative methods. The authors seek to move beyond anecdotal reports about the differences in educational methods and values that exist and to use their findings to suggest ways of enhancing both systems.
ELDERLY DIABETES PATIENTS' PERSPECTIVES

ETHNICITY AND GENDER AFFECT ATTITUDES ABOUT POST-MORTEM
PHYSICIAN-RELATED BARRIERS TO THE ADOPTION OF A CRITICAL PATHWAY FOR COMMUNITY-ACQUIRED
BUILDING THERAPEUTIC RELATIONSHIPS DURING PATIENT VISITS.
THE HEALTHY ANCESTOR: A COMPARATIVE EXAMINATION OF MEANINGS
METHODS: Fifteen physicians who are familiar with medical education in both countries (12 Japanese and 3 American physicians) were purposefully selected for inclusion in this study: (1) Japanese physicians trained in Japan and the US, (2) Japanese visiting physicians who are observing American medical education and (3) Americans trained in the US who has taught in Japan. T.O conducted in-depth, semi-structured interviews with them to elicit their perceptions of the state of medical education in each country. The contents of the interviews were analyzed using grounded theory methods. RESULTS: Although the interviewees focused their observations on different aspects of the two educational systems and though their interpretations were many and various and depending on their background and experience, some common themes emerged in their interviews. The differences they described fell into three categories: (1) differences in the systems of Japanese and American medical education:`T he medical education in the US is well standardized by ACGME and American residents can receive similar education no matter where they go in the US; on the other hand, in Japan there is no medical governing organization which reviews residency programs objectively, so quality and quantity of medical education are much more various and depending on the teaching hospitals.'' (2) differences in the circumstance surrounding medical education; and (3) differences in the Japanese and American peoples' characters and values:`I n Japan when a resident takes care of a patient whose condition is relatively severe, probably he will voluntarily stay in hospital for days in order to devote himself to the patient without leaving to the night duty. This behavior might seem to be rather ridiculous than worthless to American residents and, first and foremost, this behavior is regulated in the US''. In terms of medical education system in the US, the most of topics they pointed out are focusing on the challenge of medical society to standardize physicians' competence and to motivate learner and teacher to accomplish their own mission. To greater or lesser extent, the circumstances surrounding medical education and people's value and character influence medical education in each country. CONCLUSION: The difference of the medical education system which the interviewees perceive in this study indicated the difference of strategy which each country adopt in order to make good physicians as a social responsibility. Medical education in a country is characterized by the medical education system blending with the peculiar circumstances to the country and the people's value and character. BACKGROUND: Patients' online access to their medical records has been promoted as part of programs that effectively support the ongoing care needs of patients with chronic diseases. Although disease management programs that include portions of the electronic medical record are currently under wide development, little is known about their effects on patients. The Living with Diabetes program (LDM) is a web-based disease management program that recently completed pilot testing. In a single, secure web portal for patients at home it provides: 1) the patient's complete electronic medical record (EMR); 2) secure e-mail messaging with providers; 3) automated uploading of blood glucose levels into a parallel medical record viewable by both patient and provider; 4) a daily patient log with manually entered nutrition, exercise, stress and medication information, and; 5) links to diabetes educational materials. We sought to understand the hopes and experiences of patients involved with this online disease management program. METHODS: We conducted two sets of semistructured interviews with nine program participants one month prior to and six months after their participation. The first set of interviews explored participants' hopes for the web based program and the second round of interviews elicited participants' experiences with the program. Interviews were audiotaped and transcribed and a thematic analysis was performed. Two coders independently coded transcripts, compared codes, discussed discrepancies and recoded transcripts. Major themes identified by the coders were subsequently checked for validity by six of the participants in a third round of interviews. RESULTS: In contrast to traditional means of care, participants felt that LDM provided an environment where their nonemergent concerns about diabetes were uniquely welcome and valued. Other themes that emerged from participants included: 1) a feeling of security about their health due to the presence of their EMR at home and an enhanced availability of their own provider, and; 2) disappointment with quality, communication and education surrounding the software tools for self-management. An additional minor theme was nonengagement with the program due to participant's sense of adequate metabolic control and their difficulties integrating the program into their daily life. CONCLUSION: Our participants' experiences support further study of open access to the EMR and online communication between patients and their care providers. Our findings suggest that the development of web-based disease management programs should to take into account the specific needs and expectations of patients. Selection of patients for such programs may also need to be carefully considered. BACKGROUND: A series of preliminary cognitive interviews revealed that the experiences, beliefs and perceptions of low-income urban Black women about cardiovascular disease are complex and sometimes not adequately addressed in the current health care system. These conditions may account for the poorer health outcomes in this population. The interviews found a significant deficit in patients' knowledge about heart disease, associated risk factors, and methods of prevention. Our goal was to further examine this knowledge gap using focus groups. METHODS: Using a standard set of questions formulated from the results of our cognitive interviews, we held four focus groups (22 participants), each comprising four to eight lowincome, urban Black women aged 21 to 56. Participants were recruited from flyers posted in low-income New Orleans community venues and in the waiting rooms of outpatient clinics at the Medical Center of Louisiana at New Orleans. We ceased further focus groups when major themes began to recur. All sessions were audiotaped and transcribed. We analyzed transcript content through triangulation and Atlas.ti software. RESULTS: (1) Participants recognized poor diet, lack of exercise, obesity and family history as risk factors for heart disease, but did not mention other pertinent risk factors (e.g., diabetes, smoking, age) in any of the focus groups; (2) Present-time orientation due to cultural factors, and socioeconomic and socioenvironmental stressors create ambivalence, hindering willingness to undertake proactive measures to prevent heart disease; (3) Participants emphasized the media (news and popular television, magazines), church bulletins, and personal testimonial, as primary sources of health information. They indicated that physicians may not be the ideal vehicles of health information; (4) Impaired physician-patient relationships are a direct and indirect barrier to health education due to insufficient time per patient visit and lack of patient trust in physicians; (5) Stress was discussed as a cause of heart disease, a symptom of heart disease, and as a barrier to learning about heart disease. In addition, generational differences in the degree of knowledge about heart disease emerged as a minor theme (due to less peer exposure to heart disease and relative emphasis of education on morbidities more prevalent in younger age-groups). CONCLUSION: Our findings suggest that decreasing heart disease in the low-income urban Black female population requires interventions that reach beyond traditional health education in a clinical setting. We must expand the notion of health education to include training-such as empowerment training±that addresses the complex and interrelated social, economic, and cultural issues presented by these women. The generational differences suggest that focusing efforts on younger women may have more impact. BACKGROUND: Time is an increasingly scarce resource. Many chronic disease interventions require considerable time of patients. Although constraints on physician time are well described, those on patients have not been reported. We describe how much time would be required of patients with one chronic disease, diabetes, were they to engage in optimal self care activities. METHODS: A focus group of certified diabetes educators with 78 years combined total diabetes education experience and led by a trained moderator was asked to generate a comprehensive set of elements of optimal diabetes self care and to assign times to each element. The focus group was also given five prototype patients and asked to generate specific time estimates for each prototype. RESULTS: Time requirements for optimal diabetes self-care were considerable for all patient prototypes on average (2 hours 13 minutes to 2 hours 55 minutes per day). The elements requiring the most time applied to all patients: exercise (30 minutes), food preparation (30 minutes), food shopping (17 minutes), and problem solving (12 minutes). Self-monitoring (3±8 minutes) and insulin injection (4±12 minutes) added only modestly to total time requirements. A sensitivity analysis that included time ranges for activities the focus group identified as being particularly prone to variation revealed that some patients would require 1 hour and 43 minutes, while others would require as much as 4 hours and 10 minutes for optimal self care. CONCLUSION: Optimal self care in this one chronic disease state requires a large time investment. Many patients will have more than this one condition, and would be unlikely to spend the optimal amount of time. Clinicians should explicitly address time requirements in designing treatment plans with patients to assure that the most essential activities can be accomplished to maximize impact on quality of life. BACKGROUND: We have largely ignored those who die without loved ones, regular medical care, or safe and stable housing in our efforts to improve dying in the United States. End of life (EOL) care for homeless persons requires attention in our effort to transform the culture of dying for many reasons: the size of this population; extremely high morbidity and mortality rates in this population; the barriers to care faced by homeless persons; and the personal and cultural differences that characterize living without safe shelter which may influence the very conception of good EOL care and/or a good death. METHODS: We conducted a qualitative pilot study utilizing focus groups of homeless persons (n = 10) and homeless service providers (n = 8) to explore whether homeless persons wished to discuss EOL care and whether they might have different concerns than those of people with homes. Participants were convenience samples drawn from three social service agencies serving homeless persons in Minneapolis. RESULTS: Qualitative analysis of the data strongly suggests that EOL care is important to homeless people, and that they are willing and interested in discussing these issues. We also found that the concerns of homeless people regarding dying and death are often quite different than those described within other groups. Among the concerns raised include the suddenness and ubiquity of death among this homeless population, barriers to good EOL care, the fate of one's physical body, and spiritual concerns. CONCLUSION: Homeless persons are interested and willing to talk about EOL care and dying, and may have concerns that have not been described in the EOL literature. Using the method of constant comparisons, two independent investigators coded interviews, resolved coding discrepancies, and produced a final coding scheme of 12 themes and 29 codes. RESULTS: Our sample was gender-balanced (57% female), ethnically diverse (41% nonwhite), young (median age ±39), and well-educated (82% with post-high school education). The response rate was 68% (of 370 eligible patients approached). 71% of participants preferred the physician who depicted a patient-centered style. Their most common reasons included: finding common ground (63%); responding to the patient as a person (43%); and giving the patient space and attention (25%). 29% of participants preferred the standard style, most commonly due to the physician's decisive or authoritative stance (54%); general communication skills (25%); medical knowledge (23%); or straightforward approach (20% We conducted a qualitative study using in-depth, semi-structured interviews. We selected patients who had a serious or life-threatening illness, such that end-of-life concerns would be an important aspect of their care planning. Interviews were conducted at each patient's bedside by one of three investigators. Interviews were audiotaped and transcribed. Two investigators coded the same four interviews independently, and then met to devise a common coding scheme. Each subsequent interview was coded by one of the two investigators. Interviews were conducted until theoretical saturation was reached. We interviewed 23 subjects (14 males and 9 females), with an average age of 50. RESULTS: The following reflected the major views of our subjects: (1) END OF LIFE CARE: Most subjects acknowledged a point at which they would want to be allowed to die. They often referred to death as a rest or a release and as being``in God's hands.'' A minority of subjects associated withdrawal of care with giving up hope. They generally wanted aggressive care until the end. Few subjects thought that a doctor would have an important role at the end of life. Instead subjects entrusted themselves to family members or close friends. (2) ADVANCE CARE PLANNING: None of the 23 subjects had previously signed an advance directive form, and only 8 had discussed end-of-life wishes with a family member or close friend. Many expressed that such open discussions were not needed because family or close friends would make those decisions for them. (3) SPIRITUALITY: Most patients referred to their spiritual beliefs as one of the most important sources of strength at the end of life. For almost all subjects, their spirituality was characterized by a personal relationship with a deity, expressed through personal prayer, rather than through an organized religion. (4) OTHER THEMES: Trust and distrust of medical personnel and burdens of having such discussions with family members governed patients' decisions about openly discussing end-of-life care. CONCLUSION: Although they do not generally initiate discussions about end-of-life care with their physicians or family, indigent African American patients with serious illness are willing to discuss their views and desires about such care when they are approached sympathetically and given honest explanations of the nature of such discussions by the interviewers. Our study illustrates the rich understanding that can be gained from time spent at the bedside listening to patients like ours. BACKGROUND: Physicians are frequently asked to assess patients for disability eligibility, but one survey suggested that physicians are uncomfortable with this task. To explore this further, we interviewed primary care physicians addressing different issues surrounding disability assessment. METHODS: We compiled a questionnaire of approximately twenty items to serve as a basis for a semi-structured interview. We audiotaped interviews of four primary care internists (from 2±10+ years after residency) at one county teaching hospital. Their responses were compiled and themes were extracted. RESULTS: Five themes emerged: Emotion, Assessment Tools, Integrity, Preparation and Solutions. Emotionally, physicians felt either negative or neutral toward the request. The negativity stems from frustration.``. . .the frustration is that I don't feel that I am really trained to do it.'' Physical exam and radiographic studies were unanimously cited as the assessment tools of preference although some physicians refer to specialists. The integrity of patient requests was sometimes questioned.``People who are clearly malingering . . .
PATIENT EXPERIENCE USING
HOW MUCH TIME DOES OPTIMAL DIABETES
HOMELESSNESS AND END OF LIFE
WHAT PATIENTS LIKE ABOUT
[I] usually can sort that out.''``I think the number of people that are truly trying to defraud the government are very, very small.'' However, the subjects did not feel tempted to lie in order to get disability benefits for their patients. Preparation for disability assessment was cited as deficient. When asked about training received regarding disability assessment, one physician stated simply,`N one.'' Interviewees thought the solution to this deficit lies in further training.``I would like to know more about the whole process of disability.'' CONCLUSION: These physicians were frustrated by their lack of training regarding disability assessment and accordingly tended to find the task to be unpleasant. It is possible that this leads to dissatisfaction and poor quality in this important task. If this is a widely shared experience, educational interventions might be useful to assist primary care physicians in the preparation for this task. RESULTS: A total of 1,507 patients completed the survey: 307 from General Internal Medicine (GIM), 302 from Oncology (ONC), 302 from the Pre-operative Evaluation Clinic (POE), 295 from Physical Medicine and Rehabilitation (PMR), and 301 from the Spine Center (SC). The mean age was 59.7 years (range 18±95). Of the respondents 55% were women. 89% of patients had used a CAM modality ( 93% women, 84% men). Among Treatment/ Techniques, the most frequently used modalities were: exercise for a specific medical problem (25%), chiropractic (19%), spiritual healing (18%), weight loss programs (16%), and massage (14%). The most frequently used modalities per specialty area were exercise (GIM and PMR), spiritual healing (ONC and POE), and weight loss programs (SC). The number of modalities used per patient in the Treatment/Technique domain was highest for SC (mean 1.81) and lowest for ONC (mean 0.80) (p < 0.001). The use of Vit/Min was common, with Vitamin E being the most frequently used single vitamin in all patient groups. The number of Vit/Min used did not differ significantly among patient groups (p = 0.143). The most frequently used Herbs/Other Dietary Supplements were green tea (15%), glucosamine (13%), chondroitin (10%), and garlic (6%). In GIM, POE, and SC patients, glucosamine was most frequently used. In ONC and PMR green tea was most common. The mean number of supplements used in this domain did not differ significantly among the 5 patient groups (p = 0.809). The number of modalities used across all 3 domains was lowest for ONC patients (mean 3.50) and highest for SC patients (mean 4.72) (p < 0.001). CONCLUSION: CAM use is common and frequency of use varies among patients seen in different specialty areas. Unexpectedly the usage was significantly higher in SC patients than in ONC patients. We asked the clinic directors' general opinions of PCOM, willingness to participate, anticipated barriers, desired incentives, experience with drug users and opinions on the effectiveness of methadone and buprenorphine. Interviews were transcribed and read by each team member, who classified each statement by 19 item content points. Agreement between interviewers was analyzed and individual statements by survey participants noted. RESULTS: 27 interviews were conducted. 3 or 4 of the reviewers agreed on 75% of the statement codes. Respondents were 78% men, with 65% located outside of New York City. 25% of clinic directors were very supportive of PCOM, 50% were willing to participate albeit with significant reservations, and 25% flatly refused. When asked about barriers more than 75% cited``undesirable'' patients, and about half cited physician inexperience, poor financial reimbursement, and time-consuming care. About 75% recommended significant financial compensation, physician education with CME, and easy access to addiction, mental health and social support specialists. 60% of clinic directors made stigmatizing statements describing drug users with labels such as noncompliant, undisciplined, manipulative, and disruptive patients whò`[ should be] required to bathe, shave and dress properly''. 20% desired to segregate these patients to special locations or designated appointment times. 63% lacked knowledge regarding buprenorphine but 84% stated an interest in its use after a brief description of the drug. CONCLUSION: Most clinic directors had highly stigmatized views about drug users and were equivocal about PCOM. While large incentives may entice participation, buprenorphine might offer an attractive alternative. A statewide quantitative interview will elucidate these issues further.
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